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CERTIFICATION precedes ACCREDITATION. Al-
though the American Board of Internal Medicine (ABIM)
and the Residency Review Committee for Internal Medi-
cine (RRC) are separate entities, they act together in
lock-step sequence. Once the ABIM determined that they
would offer an examination for an Added Qualification
Certificate in interventional cardiology (1), the RRC, a
subsection of the Accreditation Council for Graduate Med-
ical Education (ACGME) drew up “Program Requirements
for Residency Education in Interventional Cardiology.” In
ACGME parlance, all residents and fellows are termed
“residents.” Of note, the effective date for implementing
these requirements was September 29, 1998. Each approved
cardiology training program was notified on January 6, 1999
that it could request an application form by February 1,
1999. These applications were due at the RRC by March
15, 1999. The applicant programs have to have specified
computer hardware and software because the submitted
applications are being judged by the Computer Assisted
Accreditation Review (CAAR) system. In this initial go-
round of applications, each program will be evaluated by
selected specialists in interventional cardiology before being
reviewed by the RRC. No site visit will be required for this
round of applications. Future applications, however, will
require a site visit before review by the RRC. In May 1999,
the RRC will accredit programs judged to be “in substantial
compliance” with the program requirements. A year from
now, the first listing of accredited programs will be printed
in the 2000–2001 issue of the Graduate Medical Education
Directory.
Each accredited program is one-year long, and applicants
must have previously completed an ACGME accredited
cardiology training program. It appears that the number of
applicants in a given program will be limited by the numbers
of faculty and cases. There must be a minimum of 2 key
clinically active (defined as a minimum of 75 interventions/
year) faculty, and no fewer than one faculty member/1.5
fellows. In the cardiac catheterization laboratory of each
program, a minimum of 400 interventional procedures/year
must be performed. Each fellow must do a minimum of 250
cases during the year.
The fellows’ experience must include chronic coronary
artery disease, acute ischemic syndromes and valvular heart
disease. However, fellows will not be spending all their time
in the catheterization laboratory. They must also have
experience in consultation and care of patients in the CCU,
emergency room and outpatient clinic. They should have
opportunities for continuing care of acute and chronically ill
patients. There are also requirements for formal training in
a broad range of subjects related to interventional cardiol-
ogy.
As we enter a new era of certification and accreditation in
interventional cardiology, it will be of great interest to
follow the influence of these events on the numbers of
trainees interested in interventional cardiology. There will
have to be a pyramidal system because there won’t be room
in all programs for all fellows to be trained in interventional
cardiology. Furthermore, although the ABIM has never
linked its certificates to hospital privileges, hospitals have
increasingly done so. In the future, will graduates of
standard training programs be allowed to use the catheter-
ization laboratory? Will they be considered to be second
class citizens as far as catheterization is concerned? Al-
though we cannot predict the exact influence of these
changes on the future practice of cardiology, we can sense
that there will be considerable change.
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